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A WHOLE-TIME STATE MEDICAL 
SERVICE 


BY 


JOHN A. RYLE, M.D., F.R.C.P. 
Regius Professor of Physic in the University of Cambridge ; 
Consulting Physician to Guy's Hospital 


It is the considered aim of the Medical Planning Commission : 
(1) to provide a system of medical service directed towards the 
achievement of positive health, the prevention of disease, and 
the relief of sickness ; and (2) to provide every individual with 
all necessary medical services, both general and specialist and 
both domiciliary and institutional. \t is also the declared 
policy of the Government to secure in due course the develop- 
ment of such a service. By free discussion, by consultation 
with responsible lay opinion, by studying the accounts of 
systems pertaining to our own and other countries, and by 
referring questions and conclusions to the Commission the pro- 
fession as a whole has an essential part to play in the prepara- 
tion of what should prove to be the most important charter of 
health ever conceived for the nation. We have, in fact, to 
visualize a new order operating in a new and very different 
world. The war has changed much already, and the longer it 
lasts the more necessary does it become for us to bring a plan 
into being and to win approval for it. In order to accomplish 
the aims set forth in the opening sentence of this paper, it is 
clear that the plan must be conceived with courage and fore- 
sight and far-reaching 1n its scope. 

' There are two main possibilities before us: (1) a whole-time 
State salaried service covering hospital provisions and general 
practice as well as the public health; and (2) a compromise 
accepting some of the benefits of (1) but retaining certain of 
the benefits and privileges deemed to be inherent in the existing 
order. It is the purpose of this paper to suggest that a more 
efficient service for the nation and a happier service in the 
long run for the doctor would be likely to result from the 
rejection of compromise and acceptance of the whole-time 
system. 

By way of introduction to our problem there are three ques- 
tions of right or principle which each one of us would do well 
to try and answer for himself. (1) Can it be considered right 
in the modern State that people should have to forgo or post- 
pone treatment for economic reasons or that they should 
have to pay individually and often heavily or suffer loss of 
income on account of childbirth or of accident, disease, or 
ill-health due to no fault of their own? (2) Can it be con- 
sidered right in the modern State that doctors should find it 
necessary, often under very adverse conditions of work, to 
compete for profit (however small that profit may be) over 
things of such moment to the nation as the sickness or health- 
preservation of its individual citizens? (3) If, as now seems 
inevitable, a unified hospital service comes into being in the 
near future with the diagnosis and treatment of disease and 
undergraduate and postgraduate teaching and research as its 
main concerns, and if the municipal and regional public health 
and industrial and pathological services are further improved 
and developed as parts of a national service for the prevention 
of disease, will it be possible any longer to support the prin- 
ciple that general practice (which is, or should be, concerned 
with prevention and health instruction on the one hand and 
with diagnosis and treatment on the other, and which must, 
therefore, collaborate closely with the other services) should 
remain individualistic, competitive, and independent of muni- 
cipal, regional, and State direction and support? If a measure 
of unanimity can be secured in replying to these questions the 
pathway to unanimity in planning will at once become more 
clearly defined. 


In the space allotted for this paper a brief statement of some 
of the shortcomings in our present polity, the credit side of 
whose achievement is already widely known, will be followed 
by a statement of the remedies as conceived by advocates of 
a whole-time service. While it seeks also to record and 
crystallize the writer's views, the first purpose of this paper is to 
stimulate thought and discussion. The general practitioner, 
consultant, and hospital services will be reviewed in turn. The 
public health, industrial, and pathological services will not be 
here discussed. 


Defects in Existing General Practitioner Services 


1. The distribution of ‘doctors in proportion to population 
density and requirements ts inequitable. In well-to-do districts 
there is a sufficiency of doctors, working adequately under 
favourable conditions and able to charge relatively high fees. 
In the thickly populated industrial and mining areas and in the 
slums of large cities there is an insufficiency of doctors working 
long days inadequately, with large panels and charging small 
fees. In intermediate types of practice there is a bare suf- 
ficiency of doctors, who are often overworked, who combine 
private and panel work, and, while giving better service under 
better conditions than the second group, are yet at a 
disadvantage as compared with the first. 

2. Standards of work and practice tend to vary directly with 
these environmental conditions. Where good doctors are most 


‘needed they are least available. Slum surgeries of the poorest 


type are still in existence. Some of the best work of all is 
done in the middle-class practices, but even here better work 
would be possible if equipment and accommodation were 
better, if the opportunities for more thorough examination and 
for consultation were more frequent, if fuller records could be 
kept, and if hospital collaboration were more readily obtainable. 

3. Everywhere in the realm of practice beneath much good will 
and many positive evidences of friendly association there is also 
an undercurrent of competition for patients, for income, for 
advancement, for appointments, and because of this competition 
the old blight of professional jealousy is often at work. There 
are suspicions and resentments, too, as between the general 
practitioner and the specialist, the hospital, or the public 
health authority, to the last of whom so much of the more 
interesting work has lately drifted with the establishment of 
ante-natal, tuberculosis, and V.D. clinics, and the school medi- 
cal service. 

Scarcely anywhere, in fact, can we point to a real sense of 
satisfaction with the existing state of practice. 


Defects in Existing Consultant and Specialist Services 


1. The distribution of consultants and specialists in the country 
is at present inequitable having regard to population density 
and requirements or to other social or geographical conditions. 
There is too great a concentration of the abler consultants in 
the largest cities. There are cities with populations of 100,000 
and over which have no consulting physician trained for and 
devoted to hospitul and consulting work. In too many cities 
general and specialist surgical work is undertaken by men who 
are also in general practice and who, although often capable 
craftsmen, cannot hope to keep abreast of modern advances in 
their special subject. There are wide rural areas where there 
is a real shortage of consultants and specialists on account of 
distance. A considerable amount of general surgery is carried 
out by general practitioners in “small town” and cottage hos- 
pitals for which the services of hospital consultants and 
specialists are either not sought or not available. 

2. In consulting work no less than in general practice pro- 
fessional jealousy is all too common, as must always be the 
case while profit or social position remains a chief measure 
of success. 
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3. The old ethics pertaining to the relationships of general 
practitioner and consultant are less strictly observed in some 
quarters than formerly. The result is a falling off in that 
mutual regard which should obtain as between men working in 
the same field of inquiry and service and for the same humane 
ends. 

4. The constant conflict between duty to hospital and duty to 
private practice is a real problem in the life of the consultant. 
It is too easy for the less conscientious man to give his poorer 
patients or his teaching second place. It is almost impossible 
after middle life for the conscientious man to meet all his 
commitments to hospital, to practice, to lecturing and other 
public duties, to medical societies, and to family life. More 
and more of the younger specialists have been diffusing their 
energies and missing their opportunities for sound training as 
teachers or research workers by becoming attached to a number 
of outlying hospitals because of the need for a clientele during 
the lean years. 

The ill effects of economic stress and competition are, in fact, 
just as apparent in the case of consultant and specialist practice 
as in the case of general practice. . 


Defects in Existing Hospital Services 


Some of the shortcomings and incongruities in our hospital 
services attendant upon their slow and haphazard development 
have been outlined in Britain's Health (vide chapter 8 in the 
Penguin abridgment of the PEP report) and in the PEP 
Report No. 177 on “ Hospitals in the War” and “ The Emer- 
gency Medical Scheme.” No one who has had the opportunity 
of visiting a large number of our own hospitals and of com- 
paring them, for instance, with the State and municipal hos- 
pitals in one or other of the Scandinavian countries can avoid 
a strong sense of discontent and a desire for reforms at the 
earliest possible date. 

The existence of voluntary hospitals falling into difficulty and 
debt side by side with still backward but improving or with 
up-to-date municipal hospitals; the survival of ill-equipped, 
ill-staffed, and antiquated Poor Law hospitals ; the multiplicity 
of good, bad, and indifferent small hospitals; the varying 
sources of income and devices for maintaining it and widely 
varying scales of expenditure ; the variable methods of staffing ; 
the long in-patient waiting lists; the lack of appointment 
systems in out-patient departments; the scarcity of medical 
superintendents ; the lack of essential radiological or patho- 
logical services in many areas—all these are a commentary on 
our present absence of system and call urgently for the plan- 
ning, preferably on a regional basis, of a unified hospital service 
for the country. Even in the hospital world, where co-opera- 
tion for the common good is so clearly needed, competition 
and jealousies as between institutions are by no means rare. 


A Whole-time Salaried Service as the Answer 


The readiness with which a whole-time service could be 
planned and brought into being must depend to some extent 
on the social and economic state of the country obtaining after 
the war, unless indeed with a prolongation of hostilities we are 
compelled to institute one under highly disadvantageous condi- 
tions during the war. The health of the people should always 
be a first charge upon a country’s exchequer. In the past the 
social services and education have been forced more than once 
to suffer heavy cuts in times of stress. We cannot allow such 
a reproach to continue. A whole-time service could be intro- 
duced without any sudden or widespread revolution in our 
general social or economic structure. To a considerable extent 
it would represent the logical development of an existing and 
growing State interest in the national health in the cause of 
both humanity and economy. 

Whether the cost of the service should be met with the aid of 
an extended N.H.I. scheme or from other sources will not here 
be discussed for the simple reason that we have no knowledge 
of what may be considered economically sound or possible 
when the time to implement our planning comes. The general 
outlines of the suggested reforms can, however, be briefly 
stated. That more health and less disease and less overlapping 
and competition among services must make for economy in the 
long run can scarcely be doubted. 


Whole-time Salaried Practice 


The institution of “health centres” (or “ medical centres” 
or “community clinics” as they have have been variously 
called) would take the place of partnerships and private prac- 
tice. Their size and number would be determined by the state 
of the population in each area. In the large industrial cities 
there would be large centres with staffs of ten and upwards. In 
the smaller towns and villages they would be proportionately 
smaller. The distribution of doctors should clearly be decided 
by the community's need rather than the doctor's pleasure. 
(There are advocates of centres among those who seek to main- 
tain partnerships and private practice, but they have yet to 
decide how the centres would be provided and maintained, how 
they would be equitably distributed and staffed, and how—if 
they remain outside the public service—they could expect to 
reclaim those services which have passed in recent years to the 
public health authority.) The centres would be built for the 
purpose on modern hygienic and architectural principles and 
adequately equipped in the matter of waiting and consulting 
rooms, clinicai laboratory, minor operation theatre, dispensary, 
and records department. Secretaries, nurses, and dispensers in 
appropriate number would complete the staff, which would 
work as a team with proper arrangements for reliefs, holidays, 
sick leave, and study leave. For home visits and urgent calls 
the same doctors would be available from the centre, with a 
rota for night emergencies. With groups of varying size there 
would be a measure of freedom of choice of doctor not greatly 
less than that which exists at the present time. Far simpler 
domestic arrangements weuld become possible for the doctors 
composing the group or team. Advantages to the patient 
would include the disappearance of the economic bar to attend- 
ance for minor ailments or in the early stages of disease, the 
better arrangements for examination or consultation within the 
centre, an appointments system for all but urgent conditions, 
the keeping of better records, and attendance by doctors 
enabled and encouraged to keep up to date by close association 
with neighbouring hospitals on the one hand and by study leave 
on the other. The advantages to the doctor would include, 
among many others, those of working as a member of a team 
under good conditions and the disappearance of the crippling 
burden of borrowing for the initial purchase of a partnership 
and of the constant drain due to life and health policies, since 
pensions and sick benefit would be inherent in the scheme. 


Each “health centre” would be closely associated with a 
hospital, and the younger members of the group would hold 
clinical assistantships at the hospital. The centre would take 
over a considerable proportion of the work which has passed 
to the hospital out-patient departments, and these departments 
would resume their more definitely consultative role. As an 
integral part of the medical service of a municipality or region 
the centres might well be entrusted with the ante-natal and 
maternity work and the duties of the school and immunization 
services. Positive health instruction would also become a part 
of their function. The centres would thus cater for diverse but 
complementary interests. They would require to be amply 
staffed for the purpose. ' 

In virtue of their hospital associations and special interest or 
experience members of the centre groups would become eligible 
from time to time for transfer to another branch of the service, 
and consultant and specialist rank would not necessarily remain 
the prerogative of men connected solely and from the beginning 
with teaching schools or large hospitals. The administration 
might well require of its recruits a period of service both with 
a centre and in a hospital. Remuneration would be on a 
graduated scale and advanced on a basis of both length of 
service and merit, as obtains in other Government services. 
From £400 to £500 a year on joining the service (under present 
or pre-war standards) to £1,200 or £1,500 in the senior years 
would be a reasonable income scale. Nor need there be wide 
differences of remuneration as between practitioners, con- 
sultants, teachers, and research workers of comparable 
seniority. 


A Salaried Consultant and Hospital Service 


In the teaching hospitals there would be a considerable 
increase in the number of whole-time teachers. Other members 
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of the staff might be on a half-time basis and devote the rest 
of their time to and derive the other proportion of their income 
from a municipal or regional hospital. The teaching hospitals 
would derive a part at least of their income directly from the 
State but through the universities, on the lines of the existing 
contributions of the University Grants Commission. Consul- 
tants and specialists attached to non-teaching hospitals would 
receive their income from regional or municipal sources. The 
work of consultants and specialists would be chiefly within their 
own regions, but higher or more specialized opinions would be 
available elsewhere in certain circumstances. 

The regionalization of hospitals together with all the other 
health services and the extension of municipal services need not 
here be discussed beyond saying that ultimately a unified hos- 
pital service under the State and the Universities in the case of 
the medical schools, and under the municipality or region in 
the case of other hospitals, must ultimately supersede the 
present system with its many defects, anomalies, and ae 
methods of control. 


How could a State Service be best Inaugurated ? 


A series of five-year plans would offer the most likely 
solution for the manifold difficulties to be overcome. During 
the first five years regions and municipalities would proceed to 
the establishment of “health centres” in districts where the 
need for a better service was most evident. With recognition 
for local interests and claims, and perhaps compensation in 
some instances, the first appointments would be thrown open 
and appropriate selections made. Junior or probationary 
appointments would be made from the recently qualified wi 
a sufficient record in the matter of degrees and house appoint- 
ments. In the post-war decade, when medical unemployment 
may well become a serious threat, men released from service 
with the Forces would supply a very deserving and important 
pool. There should be possibilities for interchange between 
the home and Colonial and other medical services. Regional 
preferences would be given fair consideration, although abso- 
lute choice of locality would not always be ‘possible. Con- 
sultant services would be similarly recruited on a regional or 
municipal basis. 

During the second five-year period, with deaths and retire- 
ments and voluntary acceptances of the new programme, a 
considerable extension of “ health centres” would follow. The 
public would become alive to their advantages, and doctors’ 
wives, with the final disappearance of domestic servants and 
the curse of the telephone and front-door bell to spur them 
on, would be urging participation in the scheme. Even the 
hesitant doctors might be looking with envy on the amenities 
provided by the centres and the offset to “loss of freedom” 
afforded by a more effective team-work for the common weal, 
with security and pension in return for competent service. 


By the third or fourth five-year period it is likely that the 
whole-time salaried service would have become universal. 
During the phase of inauguration, should there remain, as is 
likely, a section of the community desiring medical service of a 
general or consultant kind outside the provisions of the State, 
the municipality, or region, it should be possible to sanction.a 
body of practitioners unwilling at first to co-operate and a body 
of consultants and specialists forgoing or undertaking only 
half-time hospital service who would meet this particular 
demand. 


The Necessary Stimulus of Competition 


It is often argued that competition is an essential stimulus to 
active and progressive work. This may be true, but competi- 
tion for profit or position is not the only form of competition 
known to man. Competition against the elements or against a 
common enemy (including disease) and friendly rivalry in con- 
nexion with a common task have all proved equally effective. 
Some of the best hospitals in the world at the present day— 
and they are all State or municipal institutions—are to be 
found in the Scandinavian countries. Not only their work and 
organization but the scientific publications issuing from them 
are of a very high standard. Teachers and research workers are 
for the most part pocrly remunerated in comparison with the 
rest of the profession, but this does not deter them from devoted 
and useful work. Of all the professions, in virtue of its voca- 


tional character and the affection and respect which have ever 
rewarded its intimate help and many freely g@ven services, the 
medical profession should stand least in need of the stimulus 
of business competition. To plan the best hospitals and health 
centres, to staff them best, to give the best services to the 
individual and the community, to advance both curative and 
preventive medicine in a municipality or region, to secure the 
lowest infant mortality and diphtheria incidence, to boast the 
healthiest workers—here surely are sufficient incentives for the 
medical fraternity of districts, cities, regions, and nations. 


Bureaucratic Control 
Finally some reference must be made to the prevalent and 


* increasingly vocal niistrust of bureaucratic control engendered 


by the many impacts of the work of the wartime Ministries on 
our daily lives, and, more especially perhaps, by the unwieldy 
but necessary improvisations of the Emergency Medical Service. 
If, however, as a profession, we can show ourselves competent 
to plan and launch a major reform and willing at the same time 
to accept some sacrifice of cherished tradition, it should surely 
be within our competence and that of the electorate to require 
major reforms and some sacrifice of tradition on the part of 
the administration. Criticism of the medical services of the 
country does not stop.short at the practitioner or hospital 
services; it penetrates also into municipal offices and the 
pigeonholes of Whitehall, and local and central offices are not 
wholly unaware of their own shortcomings. Decentralization 
on a regional basis has, in fact, already been approved in 
principle as a first step. Better representation of professional 
interests and experience and better selection and training of 
administrative personnel and other reforms must follow. 


Conclusion 


It is becoming steadily more apparent that professions and 
communities, like individuals, must choose which is preferable 
—the “freedom” to do things badly or a planned and self- 
imposed discipline to ensure that they be done well. For the 
loss of certain “rights” and “ privileges” inherent in the old 
order the advocates of a complete State service offer in the new 
freedom from the handicaps and injustices due to the expense 
of illness and competitive practice where the people’s health is 
concerned, and from the shackles of economic uncertainty, 
inferior conditions of work, and much unrei:eved drudgery where 
the doctors are concerned. In brief, they offer the rights and 
privileges, for the first time in our history, of a whole-hearted 
service working on behalf of the nation for the advancement 
of humane projects and national economy, of a preventive and 
curative medicine working in conjunction to secure a new and 
happier phase of social well-being and efficiency. Reverting to 
the three questions of right or principle enunciated at the begin- 
ning of this article, it may now be asked whether reason can 
give anything but a negative answer in each instance. Giving 
this answer, can it require of us any clearer duty than that of 
close collaboration to decide the details and processes necessary 
for the eventual development and realization of a whole-time, 
plan? 


A step recently taken by the Panel Committees in Group I con- 
stituency of the Insurance Acts Committee—that is, by the Panel 
Committees of Birmingham, Coventry, Dudley, Herefordshire, 
Warwickshire, Worcester, and Worcestershire—is one that may 
commend itself to other groups and is certainly one to which the 
1.A.C. will give its blessing. Briefly, these Panel Committees have 
formed a standing committee “ to take all steps at their discretion 

. to co-ordinate opinions and policy respecting terms and con- 
ditions of national health insurance expressed or promulgated by the 
several constituent committees.” Each Panel Committee is repre- 
sented by one doctor where the local list does not exceed 200 and 
by two where the list exceeds that number. The work of the standing 
committee is to be done at conferences held at regular intervals, and 
members will be able to report from time to time to their electorate. 
The co-operation of the group representative on the I.A.C., Dr.J. A. 
Brown of Birmingham, has been secured, and he will attend the 
regular conferences. In a circular letter outlining the scheme to other 
Panel Committees in England and Wales the secretary suggests that 
mutual advantage must accrue to the I.A.C. and to the Panel Com- 
mittees in that the group representative on the former will be in 
close touch with the views of his constituency, and the standing 
committee in its turn can be used as a medium of representation to 
the I.A.C. 
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‘RHE B.M.A. AT WORK 
THE DOCTOR’S CAR 
Ever since wartime restrictions were imposed on the use of cars 
the British Medical Association has been trying to secure such 
conditions as would enable doctors to carry on their practices 
with as little inconvenience as possible. What has been done 
has been told from time to time in the Supplement, but it is well 
to have the connected story, which is still proceeding. 


Petrol 

First, petrol. Before the war the Association obtained an 
assurance from the Petroleum Department of the Board of 
Trade that if petrol rationing came in special arrangements 
would be made for the medical profession. Through its 
Divisions, the Association appointed medical liaison officers in 
the different regions to advise the divisional petroleum officers 
to whom applications for supplementary supplies had to be 
made. When rationing was introduced it was found that supple- 
mentary allowances for doctors were assessed on an arbitrary 
formula, without any appreciation of their real needs. The 
country doctor who might cover sixty miles or more a day was 
given the same allowance, if he had a car of the same horse- 
power, as the town practitioner who might have to cover only 
ten. 

It meant a hard fight against the official yardstick, but 
through the good offices of the Parliamentary Secretary for 
Petroleum, Mr. Geoffrey Lloyd, the position was improved, 
though there is still a tendency to base allowances without 
regard to the actual performance of the car in the special 
conditions of medical practice. Some doctors have to make 
repeated appeals before they are given all the petrol to which 
they are entitled within a rationing period. The Association 
has brought a number of “ hard cases” to the attention of the 
medical iiaison officers, and on their representations an addi- 
tional allowance which had been refused has been granted. 
Sometimes even when the efforts of the liaison officers have 
been unavailing the Association has appealed successfully to the 
central authorities. But dissatisfied doctors should only apply 
in the last resort to Association Headquarters. It is to the 
divisional petroleum officer to whom they should go unless they 
have been notified of any special local arrangements—and it may 
be whispered that some have only themselves to thank for their 
difficulties, having failed to give timely warning of their needs 
or explanations of apparently excessive demands. One 
amelioration which the Association brought about was the 
simplification of the log of journeys on supplementary petrol. 
Particulars were given in the Supplement of September 6 last 
(p. 40). 

Tyres and Spare Parts 

As for new tyres, the Ministry of Supply last December pro- 
hibited for two months the sale of new tyres for private cars. It 
is now announced that this prohibition must remain in force for 
a further period. The Association asked that this rule might be 
relaxed when it was likely to mean immobilization of a doctor's 
* éar. Representations were made without success to the Ministry 
of War Transport and the Ministry of Health, and the latter 
suggested that doctors in difficulty should obtain “ retreaded ” 
tyres. These are provided by Dunlops, who have promised to 
give priority to orders placed by agents when it is explained 
that the tyres are urgently needed by doctors. This is important 
information, because even after the lifting of the prohibition it 
must not be supposed that free purchase is likely. A control 
scheme to effect substantial economies in tyre usage is certain. 

No priority for doctors is given with regard to spare parts 
and repair facilities. In the Supplement of August 9 it was 
explained how assistance might be sought from the Ministry of 
War Transport after the doctor’s own efforts had failed. The 
addresses of the certifying officers for each region were also 
given. Some doctors are in the rather unhappy position of 
needing a new car. Here again there is no priority. The neces- 
sary ‘icences are issued only in exceptional cases. Application 
must be made to the Ministry of War Transport on Form V.C.1 
(P.C.), which requires a statement as to the purposes for which 
the car is to be used and particulars of the car it is to replace. 
Each case is considered on its merits. \ 

The Association is always prepared to bring really hard cases 
to the notice of the central authorities. But it must not be 


supposed that there is any magic button in Tavistock Square 
which has only to be pressed to enable a doctor to shift his 
place to the head of the queue. The Association is doing its 
best, and one of the Assistant Secretaries has this matter in his 
constant personal charge. 


WEEKLY POSTGRADUATE DIARY 


BriTIsH PostGRADUATE MEDICAL SCHOOL, Ducane Road, W.—Daily, 
10 a.m. to 4 p.m., Medical Clinics, Surgical Clinics and Operations, 
Obstetric and Gynaecological Clinics and Operations. Daily, 

_P.m., Post-mortem Demonstrations. Tuesday, 10 a.m., 
Paediatric Clinic Dr. Lightwood; 11 a.m., Gynaecological Clinic, 
Mr. Green-Armytage. Wed., 11.30 a.m., Clinico-pathological 
Conference (Medical); 2 p.m., Tests of Kidney Function, Dr. 
King. Thursday, 2 p.m., Dermatological Clinic, Dr. R. T. Brain. 
Fri., 12.15 p.m., Clinico-pathological Conference (Surgical); 
2 p.m., Clinico-pathological Conference (Gynaecological); 3 p.m., 
Sterility Clinic, Mr. Green-Armytage. 


. DIARY OF SOCIETIES AND LECTURES 


RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's Inn Fields, 

.C.—Mon. and Tues., 2.30 p.m., Prof. J. Beattie, Physical and 

Chemical Changes in the Blood associated with Shock and 
Haemorrhage. 


Roya. Society OF MEDICINE 


Section of Odontclogy—Mon., 2.30 p.m. Paper by Mr. H. T. 
Roper-Hall : map ony Absorption of the Teeth. 

Section of Urology.—Thurs., 4.30 p.m. Short papers by Mr. William 
Graham and Mr. A. Wilfrid Adams. 

Section of Epidemiology and State Medicine.—Fri., 2.30 p.m. Paper 
by Dr. R. Cruickshank: Cross-infection in Wards. Followed by 
Dr. R. H. Dodds, Dr. N. D. Begg, and Dr. W. McKissock. 

Section of Radivlogy.—Fn., 2.30 p.m. Meeting at Hammersmith 
Hospital, Ducane Road, W. Cases will be shown. 


Mepicat Society oF Lonpon, 11, Chandos Street, W.—Mon., 
4.30 p.m. Discussion on Rehabilitation, to be introduced by Mr. 
H. E. Griffiths, Colonel F. D. Howitt, and Dr. D. C. Norris. 

NuFFiELD INSTITUTE OF CLINICAL RESEARCH, Woodstock Road, 
Oxford.—Fri., 8.15 p.m. Dr. Dorothy S. Russell: The Morbid 
Anatomy of Internal Hydrocephalus. 

Nutrition Society.—At London School of Hygiene and Tropical 
Medicine, Keppel Street, W.C., Sat. (Feb. 28), 10.30 a.m. Con- 
ference on Food Production and Distribution in Relation to 
Nutritional Needs. Sir John Orr: The Agricultural Implications 
of a Food Policy based on Nutritional Needs; Dr. N. C. Wright: 
Rival Claims of Animals and Man for Food; Mr. E. T. Halnan: 
Animals as Food Converters; Sir John Russell: Planning for 
Agricultural Production. 

Sanitary Institrute.—At Nuffield Institute of Clinical 
Research, Woodstock Road, Oxford, Sat. (Feb. 28), 10 a.m. 
Sessional meeting. Mr. H. H. Crawley: Storage of Emergency 
Drinking Supplies. Mr. Stewart Swift: Administration of the 
Government Evacuation Scheme. Discussion to be opened by 
Dr. H. C. Jennings. 


B.M.A.: Diary of Central Meetings 


Marcu 
4 Wed. Journal Board, 1.45 p.m. 


B.M.A.: Branch and Division Meetings to be Held 

NortH or ENGLAND BravcH: BisHop Aucktann Division.—At 
the Cottage Hospital, Bishop Auckland, Monday, February 23, 
8 p.m. Agenda: Medical fees: representative on Regional Medical 
Planning Committee; formation of study group. 


SouTH WALES AND MONMOUTHSHIRE BRANCH: SwansFa Division. 
-——At Guildhall, Swansea, Thursday, February 26. Prof. R. R. 
Macintosh: “ Modern Methods in Anzesthesia.”” Demonstration of 
Nuffield ether vaporizer at Swansea Hospital. 


STAFFORDSHIRE BRANCH: NorTH STAFFORDSHIRE Division.—At 
North Staffs Roval Infirmary, Thursday, February 26. 2.30 p.m. 
Prof. Seymour Barling: ‘“* The General Principles underlying the 
Treatment of War Injuries.’ All medical practitioners are invited 
to attend. 

YorKSHIRE BRANCH: GOOLE AND SeLBy Division.—At the Nook, 
Snaith, Sunday, February 22, 3 p.m. Agenda: Circular D 14; study 
group: medical fees, etc. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements under this head is 10s. 6d. This amount 
should be forwarded with the notice. authenticated with the name and address 
of the sender, and should reach the Advertisement Manager not later than first 
post Monday morning to ensure insertion in the current issue. 


MARRIAGE 


PaceE—Moore Wuite.—On January 29, 1942, at Norton Church, 
Letchworth, Leonard G. M. Page, M.R.C.S., of Three Counties 
Hospital, Beds, to Margaret Moore White, F.R.C.S., of Three 
Counties Emergency Hospital. 


